CLINICAL COMPETENCE REFERENCE FORM

Please provide the following information for three (3) references who can confirm your current
competence to perform the procedures authorized by the requested privileges:

REFERENCE #1:
NAME:
LICENSE #: STATE(s) OF LICENSURE:
SPECIALTY:
BOARD CERTIFIED? Yes No

REFERENCE BASED UPON:
personal knowledge obtained either during a residency training completed during
the two years preceding the application; OR

through personal observation during the two years preceding the application.

REFERENCE #2:
NAME:
LICENSE #: STATE(s) OF LICENSURE:
SPECIALTY:
BOARD CERTIFIED? Yes No

REFERENCE BASED UPON:
personal knowledge obtained either during a residency training completed during
the two years preceding the application; OR

through personal observation during the two years preceding the application.

REFERENCE #3:
NAME:
LICENSE #: STATE(s) OF LICENSURE:
SPECIALTY:
BOARD CERTIFIED? Yes No

REFERENCE BASED UPON:
personal knowledge obtained either during a residency training completed during
the two years preceding the application; OR

through personal observation during the two years preceding the application.

ATTACHMENT 3



